Nursing: The Next Chapter by Hansard, Lance C.
Kennesaw State University
DigitalCommons@Kennesaw State University
Dissertations, Theses and Capstone Projects
5-2014
Nursing: The Next Chapter
Lance C. Hansard
Kennesaw State University
Follow this and additional works at: http://digitalcommons.kennesaw.edu/etd
Part of the Creative Writing Commons
This Thesis is brought to you for free and open access by DigitalCommons@Kennesaw State University. It has been accepted for inclusion in
Dissertations, Theses and Capstone Projects by an authorized administrator of DigitalCommons@Kennesaw State University. For more information,
please contact digitalcommons@kennesaw.edu.
Recommended Citation
Hansard, Lance C., "Nursing: The Next Chapter" (2014). Dissertations, Theses and Capstone Projects. Paper 614.
!
!
Nursing: The Next Chapter 
By 




A capstone project submitted in partial fulfillment of the  
Requirements for the degree of Master of Arts in  














































CAPSTONE PROJECT INTRODUCTION 
My Capstone project titled Nursing: The Next Chapter is a culmination of my studies in 
the Master of Arts in Professional Writing program in the applied writing track. The 
project itself has been in process for more than four semesters and involved various 
research techniques, writing workshops, and two directed studies. 
 
Preparation 
In order to give myself the authority to speak on the subject of nursing as it relates to 
transitioning from student to nurse, I felt that I needed a strong knowledge base beyond 
my own personal experience with nursing and nurses. Part of the research completed for 
this project was extensive reading on the topic and interviewing current nurses. More 
research about nursing was conducted during a directed study focusing on nonfiction 
medical writing in which I read books on the subject of theory, caring, and history of 
nursing to gain insight into the job as a whole. It was through the completion of all of the 
aforementioned research that I was able to find my voice for writing this book. The 
reading list used in the research is attached at the end of this introduction in the 
bibliography. 
During my directed study on Nonfiction Medical Writing, I created a market 
analysis for my book. This analysis gave me insight into my target audience, which is 
split between two groups. The primary group is first-year nurses that work in hospitals 
since more than 62% of the nursing workforce is employed by hospitals (AACN). The 
secondary target audience is prospective nursing students. According to research gathered 
for the completion of the analysis, I discovered that of the more than 300,000 students 
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enrolled in nursing programs in 2007, 30 to 47% of them dropped out in their first year of 
the program (NLN). 
This led me to the realization that there is a need for a book project to fill in the 
gap between perceptions and actual experience of new nursing students and new nurses. 
This discovery allowed me to identify the need for a book that can serve as a resource for 
students as they decide whether or not nursing is the right career choice, and the 
secondary target audience was also identified.  
The analysis and related research led me to the conclusion that a call has been 
issued by nursing program instructors to educate prospective students by offering them a 
glimpse at the realities associated with the job of being a nurse. As attested by the 
research and the numbers stated above there is a definite need for something that will aid 
in curbing the current attrition rates, and this is where my book can be positioned. As part 
of the secondary target audience, prospective students will be more educated about 
making their choices after reading my book. It will serve as a glimpse into the future after 
completing nursing school and obtaining licensure. The needs as outlined above became 
part of the driving force in the creation of this Capstone Project. 
As my research continued and I began drafting the book with a focus on my 
primary target audience, I came to the realization that books which focus on the daily 
work-life of new nurses is an underserved market. This revelation came to fruition after 
completing a study on comparable titles to my project.  For the study, I analyzed three 
major comparable titles to my book project. The first book in this analysis, First Year 
Nurse: Wisdom, Warnings, and What I Wish I'd Known My First 100 Days on the Job by 
Barbara Arnoldussen published in 2009, is written in a “compilation of quotes” style. The 
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repetitive quotes cite voices of experience offering insights to the reader in the form of 
very short snippets of advice. Nursing: The Next Chapter is written from the point of 
view of the author rather than a compilation of short quotes. Furthermore, Nursing: The 
Next Chapter does not stop at one hundred days; its focus is more toward what new 
nurses need to know to make it through their first year on the job. My book acts as a 
mentor that reveals to the reader what to expect from the daily real-world life of a nurse 
by expanding on and going in-depth about the situations nurses should expect to face on 
the job. 
The second book in this analysis is So You Want To Be A Nurse? written by 
Marianne Pilgrim Calabrese. Calabrese’s book starts with deciding whether or not to be a 
nurse, and where nurses can find jobs by offering advice on finding a job through 
classifieds, job fairs, employment search engines, websites, and offers advice about social 
networking.  Calabrese’s book progresses by talking about types of jobs nurses can have 
and the salaries associated with each. Next, she addresses the types of nursing schools, 
their recruitment and acceptance efforts, and the various degrees offered by nursing 
schools, and choosing a school that fits the individual. The book continues with topics 
such as: relationships and how to get along with coworkers, stereotypes that are 
associated with nurses, patients and their families, and the various kinds of meetings that 
nurses may face at work. Other topics that are covered in briefly are: different types of 
patients, guilt, denial, fear, depression, spiritual issues, death, number of patients, laws 
and your rights, bending the rules, and ends with a section on protecting yourself 
emotionally. 
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My book begins in a very different place. My book assumes that the reader has 
already chosen to be a nurse, is familiar with the profession of nursing, where they can 
work, and what is expected of them due to the fact that they have graduated a nursing 
school program and have passed the registration exam. My book focuses on what 
happens after school and the nurse has accepted a job in a hospital.  
Calabrese’s book and mine overlap in subject matter very little. My book goes 
into numerous other realms associated with what new nurses need to succeed in their first 
year as a nurse. The style, tone, voice, and point-of view are vastly different when 
comparing the two books. Furthermore, the advice given can be classified as polar 
opposites. Calabrese advises nurses on how to get along with the status quo. On the other 
hand, I try to educate nurses on how to best prepare for the challenges they will face in 
their new careers. 
The last book in this analysis is How to Survive and Maybe Even Love your Life 
As A Nurse by Kelli S. Dunham and Staci J. Smith. This book, much like So You Want To 
Be A Nurse?, starts with giving the reader advice on how to find a job by detailing: fields 
of practice, resumes, looking for the right job, finding jobs in the classifieds, cold calling, 
networking, and your marketability as a nurse.  The book then moves on to cover topics 
such as: time management, shift work, patients and their families, home life, diversity in 
the workplace, careers and future of careers, ethics and legalities, and the logistical side 
of nursing concerning pay and nursing shortages. This book’s focus is very different than 
my book.  
For the most part, my book addresses many different issues than does the 
aforementioned book. There are a few similar topics that are covered in this book as well 
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as my book, but I address those topics in a very different manner. I go in depth about how 
to create a work/home life balance and offer advice on ways to separate the two and cope 
with the many stressors that nurses can face on a daily basis. I add personal narratives 
and stories that emphasize the main points of the topic. This allows the reader to make 
connections with the material that is being discussed. 
After analyzing these books, I discovered that my book could be situated into the 
market due to the fact that there is no other book in print that is exactly like mine. There 
are some overlaps here and there, but for the most part my book is unique in its focus and 
target audience. In comparison, my book’s style, tone, and voice are vastly different from 
other books in circulation. Based on this information, I concluded that this niche market 
is what will make my book successful when it gets published. This conclusion aided in 
solidifying my decision to pursue this project since there is a definite need for a book 
such as mine in the aforementioned underserved market. 
There are many contributing factors that have influenced my work on this project. 
One such influence, and the actual place where the idea for my book originated, was Dr. 
Jim Elledge’s class Writing Book Proposals. By the end of the course, I decided to 
continue writing this book in its entirety.  In that class, I learned how to create a book 
proposal worthy of submission to a book agent and/or a publisher. I learned how to create 
chapter summaries, cover letters, table of contents, and how to put together an entire 
proposal that included sample chapters. This class allowed me the opportunity to really 
focus on the process of writing my book.  
Other contributors that heavily influenced my writing during this project were two 
books.  The two books listed below really stand out as having the greatest impact on my 
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preparation for writing my book. The first book was Postmodern Nursing and Beyond by 
Jean Watson. This book focused extensively on the science of caring. The theories in this 
book have influenced my writing by providing a solid foundation for the advice that I 
give nurses in my book. Watson is a renowned researcher in nursing, and through her 
scholarship I was able to grasp numerous key concepts behind nursing theory and 
practice that allowed me to better formulate my own ideas about nursing, which in turn 
aided me in writing this book. 
The second book that I found extremely useful was the collection of essays titled 
Notes on Nightingale: The Influence and Legacy of a Nursing Icon. These essays traced 
the evolution of nursing based on the influences of Florence Nightingale and the reasons 
behind her iconic status. The information gathered about the past, present, and future of 
nursing allowed me to speak with a degree of authority on the subject in my book. Also, 
it was through these readings that I found valuable information about nursing in general, 
and this information has influenced my writing in various ways. I now have a better 
overall view of nursing and the various attributes associated with nursing. 
 Beyond the research aspect of preparing to write this book, I have gained a 
tremendous amount of experience through the course work that I completed during my 
studies in the Master of Arts in Professional Writing program. In my Technical Writing 
class, we read a creative nonfiction book called The Immortal Life of Henrietta Lacks by 
Rebecca Skloot. This book inspired me, and it taught me that medical writing doesn’t 
have to be boring and mundane. Skloot does an amazing job bringing her research to life 
while chronicling the true story behind the “HeLa” cells as she interweaves the family 
history alongside the historical value of the “HeLa” cells. The underlying bigger story of 
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how any biological specimens removed from the host no longer belong to that person was 
a revelation to me as I never knew such a process existed. The book reveals many facts 
about the science behind healthcare such as: how the intellectual property rights are 
protected by law in favor of pharmaceutical companies, and how the original owner has 
no rights to the specimen or any uses thereafter, and how any discoveries made from 
removed specimens become the intellectual rights of the discoverer. Skloot’s book is 
vastly different than mine with similarities falling solely on the fact that both books are 
meant to enlighten readers about the truths of healthcare and medical practices. I found 
her work to very relevant in my own work, and it was an inspiration to me. 
Also, during the aforementioned directed study Nonfiction Medical Writing, I was 
able to tie my research to writing this book. This course allowed me to gain more 
experience in several aspects of writing a nonfiction book such as creating a market 
analysis as well as a book proposal for my book. Also, I was able to practice and develop 
my nonfiction writing skills. This course was very influential in my ability to create, 
draft, and complete my book. If I had to choose, I would say that this class made the 
biggest impact on my ability to write my book. The class gave me an overall idea, focus, 
and knowledge on what is needed to complete such a project. Also, I liked the 
individualized instruction that was aimed at aiding me in achieving my specific goals. 
One of these goals was the ability to plan out my book from start to finish. I achieved that 
goal and now have a specific end product in mind. 
This project falls under the Applied Writing Track in the Master of Arts in 
Professional Writing under the genre of nonfiction. It is my intention to eventually have 
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this book published under the category of a self-help book, and the book will be sized so 
that it will fit easily into a nurse’s uniform pocket.  
The size of the book is important for two reasons. The first being that the book 
should be sized so that it can be easily carried while on duty in one’s pocket or easily 
carried by a busy on-the-go individual. The second factor is that the intended audience 
will find the small size is less intimidating and more approachable. The book is supposed 
to be just the opposite of a textbook, and is written in a conversational style that acts like 
a mentor. Nursing: The Next Chapter is not a textbook full of technical information like 
the books nurses had to grow accustomed to while in their respective nursing programs. 
This book is an easy read and full of advice that can be readily put into practice. 
Overall, I have enjoyed writing my book, and I look forward to its completion. 
For the Capstone project, I have completed four of the eleven total chapters that will 
comprise my book. Of those remaining seven chapters, only chapters five and six have 
yet to be written. All of the chapters not included in my Capstone project are outlined 
below.  
Upon completing the book, I will continue to seek publication by contacting 
publishers and book agents. I have received twelve rejections thus far from publishers 
and agents. I feel confident that the book will eventually get published because Nursing: 
The Next Chapter is a product of all of my studies, and the education that I received in 
the MAPW program, which gives me the knowledge to plan, write, and eventually find 
publication. During my educational journey, each class has built upon my knowledge 




The job of nursing is hard to summarize formally in a job description as there are too 
many factors to consider about being a nurse, and when a job description is written for a 
nurse it is usually grossly generic in nature that contains statements such as: fill in where 
needed, provide care for assigned patients, and abide by all hospital policies. The book’s 
primary focus is on first-year nurses, and it offers advice on how to handle situations that 
probably were not covered in the classroom or during training. 
 Professors of nursing can’t teach students every single aspect of nursing, and this 
is where Nursing: The Next Chapter steps in and acts like a first-year mentor for nurses. 
The book is broken down into key areas for the purpose of helping first-year nurses 
understand and deal with the fact that there is more to nursing than just the technical 
information taught in the classroom. Nursing: The Next Chapter is written in a very 
informal style that allows readers to grasp key concepts without being overrun by the 
jargon. My book is designed to help new nurses transition from being a nursing student to 
being a Registered Nurse. This transition is made possible by giving specific examples, 
offering general tips that help make the job of nursing easier, and narratives by veteran 
nurses. 
Nursing: The Next Chapter opens with a narrative about a nurse’s first day on the job 
and then moves into covering general ideas about nursing. As the book progresses, the 
later chapters and the topics covered therein are summarized as follows: 
• Chapter 5: Troubleshooting 
In this chapter, the main focus will be on avoiding problems with patients, 
with technology, and what to do when troubles arise. This chapter will enlighten 
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readers on the power of observation, how to deal with technology when it doesn’t 
react the way it is supposed to, and how to find the root causes of the problem. 
• Chapter 6: Mistakes 
Mistakes happen, the important thing is to learn from and not to hide them 
or make excuses. The chapter offers advice on how to handle the mistake, what to 
do when they happen, who to talk to, and what to take away from the experience. 
There is discussion about following hospital policy, the investigation process, and 
some things to be aware of to avoid the potential of making the mistake. Other 
topics such as signing things before reading them, or signing as a witness for 
things that were not seen, and common practices to keep out of trouble are 
covered. 
• Chapter 7: Emotions 
Nursing is an emotionally charged work environment. This chapter gives 
the reader points to ponder while offering advice on how to deal with emotionally 
charged situations. Yelling is a part of the job. Everyone yells: other nurses yell, 
the doctors yell, the patients yell, the patient’s family yell, and your charge nurse 
yells as well. The main points discussed in this chapter explore: why these people 
yell, offers advice on how to handle the yelling, and proposes some thoughts 
behind the yelling. This chapter will not focus on whether or not this practice is 
right or wrong; instead, the chapter will give insight about yelling and why it 
occurs.  
• Chapter 8: You  
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This chapter goes in-depth on how to care for oneself. Things nurses do on 
their time off have a direct impact on their work life. Personal time should be 
personal, and ideas on how to use it wisely are presented in this chapter such as: 
turning down over time, treating yourself to something relaxing and fun for you, 
eating and sleeping habits, and alcohol use. Also, the topic of dealing with stress 
is covered. Ideas on finding a mentor, clergy, counselor, or just a friend to vent to 
are elaborated on. Other topics covered in this chapter are: finances, volunteering, 
hobbies, and why these things are important to handling the stress of the job. 
• Chapter 9: Seriously 
The focus in this chapter is on the seriousness of the job. Life and death 
are a daily part of being a nurse. In this chapter, seasoned nurses will share their 
experiences and offer advice on how to cope with the stress of the job by using 
humor. The chapter will close with a narrative that puts these experiences into 
perspective and give new nurses some take away knowledge about how these 
stories will relate to their new experiences on the job.  
• Chapter 10: Treat the Patient, Not the Monitor 
Technology is inevitable in the field of nursing and is a big part of patient 
care. Technology should not be feared or dismissed. This chapter focuses on 
dealing with the patient despite the technology and offers advice and tips on how 
to accomplish this concept. There is a very realistic need for human contact in 
nursing as it truly is a hands-on job. There is a common warning that runs 
through all healthcare fields, “treat the patient, not the monitor.” Depending 
solely on the technology leads to patient care declines. The advice given in this 
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section centers on the idea that nurses should be hands-on with the patient and 
use technology in the best interest of the patient, not what is convenient or the 
easiest.  
• Chapter 11: Don’t Be “That” Nurse  
The book ends with advice on how to be a good nurse and how to be 
successful at nursing while giving a warning to new nurses about avoiding pitfalls 
and falling into ruts that will turn a dream job into a nightmare. This chapter gives 
pointers on how to avoid the stereotypical “mean nurse” stigma, and offers ways 
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Being a Nurse 
  
 
Nursing is an art: and if it is to be made an art, it requires an exclusive devotion as hard 
a preparation, as any painter's or sculptor's work; for what is the having to do with dead 
canvas or dead marble, compared with having to do with the living body, the temple of 






Becoming a nurse takes hard work, dedication, and determination. School offers the tools 
and the education to become a nurse, but when school is over and the job begins, are you 
really ready? Only time will tell. No matter how intensive the training is in a nursing 
school program, the education truly begins with your first job as a nurse, and the 
education comes in the form of on-the-job training. 
The first day on the job can either be exciting, intimidating, or both. Sometimes, 
but not always, nurses feel overwhelmed on the first day on the job when they are 
officially no longer a student. Preceptors can only show new nurses so much; the rest 
becomes on-the-job training.  
Every seasoned nurse has a story to share, and the longer nurses work in the field, 
the more stories they have. Every career has a starting point. Good, bad, or indifferent, 
people usually remember the first day on the job. The following story shares the memory 
of Richard Lamphier, a thirty-year veteran Registered Nurse, about his first day on the 
job working in a hospital. 
 
Richard’s First Day 
I set my alarm clock to wake up early so I could make a fifty-mile commute to the inner-
city teaching hospital where I so desperately wanted to work. At the time, I could not 
afford to live any closer, and public transportation was not an option. I remember getting 
dressed in my new scrubs. They were hospital-issued, white, and had the university patch 
sewn neatly on the right shoulder. I checked my chest in the mirror at least a dozen times 




night before pressing the wrinkles out of my uniform. Getting dressed was never so 
exciting because this time I did so as a Registered Nurse. Being a nursing student was 
behind me. My stomach felt a bit queasy as my nerves were trying to get the best of me. 
Shake it off, I kept telling myself. It’s just a job. I must have repeated that phrase to 
myself a hundred times along with self-assuring comments like, “I can do this.” I battled 
my nerves all morning. Getting ready seemed to take forever. I ate breakfast in a hurry, 
barely tasted my food, and had one thing on my mind: I can’t be late. 
I rushed out of the house, jumped into my car, fumbled with the keys, and finally 
managed to get the right key in the ignition. After cranking the Volkswagen Beetle that 
had faithfully served me all the way through nursing school, I pulled out of the driveway 
in plenty of time to get to work, prayed that my car wouldn’t stall, and reassured myself 
that I was ready to save the world one patient at a time, I steadily made my way to the 
hospital. That queasy feeling in my stomach was still nagging at me. 
In the hospital orientation I received a parking garage map, and I looked it over 
several times as I navigated to the right parking lot. I read the name and floor of the 
designated nurse parking lot as I pulled up to the security gate. The security guard 
motioned me through after seeing my parking pass hanging from the rear view mirror. 
Pulling forward, I read the pass again because it said “nurse parking” on it. I was so 
excited to finally be there. I found an empty spot and pulled in. Digging around in a pile 
of papers that were sitting on the passenger seat I found my new stethoscope.  I hung it 
around my neck, jumped out of the car, and headed toward the unit where I was to be 





 The night nurses were nice when I arrived at the main nurses’ station. Then the 
questions began: Is this your first day? Is this your first job as a nurse? How did they 
know? The assessment skills of these experienced nurses were impeccable. Will I ever be 
so observant? While standing around the nurses’ station, one of the nurses spoke up and 
said, “you might want to take the price tag off your shiny new stethoscope.”  The crowd 
laughed.  
 I tried to hide my embarrassment, but it didn’t work. My face had already 
blushed. I decided to just stand there quietly and wait on the charge nurse; I didn’t want 
to bring any more attention to myself. The other day-shift nurses trickled in one by one. 
As each one arrived, I kept guessing if that nurse was going to be my preceptor. After 
what seemed to be an eternity, the charge nurse showed up just five minutes before the 
start of the shift. She wasted no time assigning room numbers and patients to each of the 
nurses at the station. She put my name next to nurse Debbie. I scribbled down my 
assignments on a notepad. When she had finished giving out our assignments, I noticed 
we had six patients assigned to us for the day. I thought the rules said there are supposed 
to be no more than four patients per nurse. Where’s Debbie?  
After everyone else had split up and departed the nurses’ station, the night shift 
nurse I was relieving was just standing there staring at me. Finally, she said, “Debbie will 
be here in a minute. Let’s get started.” I thrust my hand forward and introduced myself. 
Begrudgingly, the other nurse shook my hand. I could tell that she could not care less 
who I was. The nurse wasn’t big on small talk and just started giving me reports on the 
patients. The nurse was talking so fast it was impossible for me to keep up. I decided 




just listen as we walked down the hall in front of my assigned patients’ rooms. I asked 
her, “shouldn’t we go in and check on the patients?” She said, “No, you can do that when 
Debbie gets here.” 
 The nurse finished giving me the reports on four of the patients and didn’t bother 
to ask me if I had any questions. Instead, she just turned and walked away. At this point, I 
was a bit confused. I raised my voice and asked, “What about the other two patients?” 
She continued down the hall and grumbled, “Not my patients, check the clipboard.” 
Gradually the realization of what just happened set in, and a thought popped into my 
head, why did that nurse only have four patients last night and today I have six? A 
feeling of despair crept up on me as I trudged down the hall toward the nurses’ station. 
 When I arrived at the station, there was no one there. I stared blankly at the charge 
nurse’s clipboard that had the patient names written in one column and the room numbers 
written in the next column. I found the names of the last two patients assigned to me. I 
followed the lines to find out what nurse was caring for those two patients last night. 
When my eyes got to the column that had the nurses’ names written in them I discovered 
that the name written in both of the boxes for these two patients was mine. They already 
changed the assignment board. Now what? Two patients and no report. My brain became 
frenzied, and then I had an idea; just check the charts. I don’t know why I panicked. I 
guess my nerves were getting the best of me and it was only fifteen minutes into my shift. 
 I found the two corresponding charts sitting in the chart stand, pulled them out, 
and walked over to a chair that was at the nurses’ desk to sit down. While flipping 
through the charts reading and searching for information about the patients, a voice 




caught by surprise, I looked up and the charge nurse was standing on the other side of the 
desk looking down at me. Before answering her, the voice boomed again, “Where is your 
preceptor? The patient in room 502 says that she has called four times and no one has 
answered.”  My heart sank into the pit of my stomach. Not knowing what to do, I can’t 
imagine what my face must have looked like at that moment. One of fear and confusion 
would be my guess, because the charge nurse took a minute and watched me squirm in 
my seat. 
 My mouth went dry while I was trying to answer, and I began to stutter a bit, 
“I…I don’t know where she is. I … uh… I haven’t seen her. The other nurse said she was 
running late and would be here in a minute.”   
 “That just won’t do. You have to make sure to answer the call lights.” Her tone 
was very authoritative and made me feel small and insignificant. “Go check your 
patients. They are calling for a nurse. You are a nurse, aren’t you?” 
 Without even answering her, I just got up and hurried down the hall. When I got 
to the patient’s room she had her finger poised on the call button and she was rapidly 
pushing the button over and over. The call system was blinking and dinging at the head 
of her bed. I don’t even know how to turn this damn thing off. 
 The patient yelled out, “You aren’t Debbie, the night nurse said that Debbie was 
my nurse. Some man dressed in white shows up. I called for a nurse, who the hell are 
you?” I politely answered that I was her nurse and that Debbie would be here soon. I 
asked how I could help her. She snapped, “I need my pain medications. Can I get my pain 




 “Yes ma’am,” I answered, “I will go and get them right now.” I rushed out of the 
room and went to the chart holder to see exactly what pain medications she was asking 
for. I found the order in the chart and wrote down the exact medication and dose. This 
took me about five minutes. After going over to the medicine cart to get her pain 
medications, I realized that I needed the narcotic keys to open the cabinet.  
The call system went off again. I turned around and saw that the light beside room 
502 was blinking. It was Mrs. X again. I figured out how to work the intercom and asked 
how I could help her. She was yelling for her pain medications. I explained to her that I 
was getting them right now and that it would be just a few more minutes. By the tone in 
her voice, I don’t think she believed me.  
I asked the first nurse that went by, “Where are the keys for the narcotic cabinet?” 
A shrug of the shoulders and a blank stare was my answer. By this time I was getting 
mad at that stupid cart and was cursing it with every thought. A second nurse came by 
and I asked her the same question. She answered, “Ask your preceptor.” Now I was full-
blown mad. The thought of kicking the cart crossed my mind several times. Instead, I 
wandered the halls looking for a nurse who had the keys to no avail. I went back to the 
nurses’ station just in time to answer the third call from Mrs. X. 
“I see you figured out the call system,” a voice said over my shoulder. I turned 
and looked. It was the charge nurse standing there glaring at me. I guess I was too 
focused on answering Mrs. X to hear her walk up behind me. She reached out with her 
hand and gave me the narcotic keys and said, “Make sure you give them back to me; that 
way the next nurse will know where to find them. The charge nurse should always have 




so dumb in my whole life. In orientation, they emphasized that the charge nurse is 
responsible for the narcotic keys. After opening the cart, she snatched the keys back from 
me, turned, and walked away without a word. So, I pulled out the morphine, drew up 4 
milligrams in a syringe and headed toward Mrs. X’s room.  
 As I entered the room, Mrs. X’s doctor was standing at the foot of her bed. The 
doctor had Mrs. X’s chart in his hand and slammed it shut. He just stood there for a 
minute and began looking me over. I was standing there with a syringe in my hand 
confused and dazed. The doctor asked, “Is that Mrs. X’s pain medications?” 
 “Yes sir,” I answered. 
 His voice raised a few octaves as he explained to me that Mrs. X’s pain 
medications were due at 06:30. By the time he was finished talking to me, he was very 
loud and I noticed a smile creep across Mrs. X’s face as I just stood there being yelled at. 
He finished his rant with the question, “What took you so long?”  
 I felt small and humiliated. I didn’t know how to answer or what to say. I had no 
excuse to offer. I didn’t dare say that it was the night nurse’s fault. It was my first day, 
and I was not about to get labeled as a tattletale. Mustering enough courage to apologize, 
I agreed with the doctor that there was no valid excuse. The doctor apparently had 
enough of berating me and he stormed out of the room. I was a bit shaken, but not 
deterred. Mrs. X was about to get her pain medications. It had taken me another fifteen 
minutes to get this medication ready, and there was another five-minute exchange with 
the doctor; I was not about to make her wait any longer. So, I swabbed the IV port, 




 Mrs. X started yelling, screaming, and kicking. “It burns, it burns. What did you 
do to me?” She started clawing at the IV line, and then the thought hit me. I didn’t dilute 
the morphine. One might think that I would have been more sympathetic toward Mrs. X, 
but with how my morning was going this mistake was just one more thrown on the pile. I 
explained to her that it would pass in a minute and there was no need to worry. I don’t 
think she believed me for a minute. I flushed the line several times to stop the burning, 
and I managed to keep Mrs. X from jerking her IV line out. The pain soon subsided but it 
was too late; Mrs. X now hated me. 
 Betty, the nursing assistant, called my name from the door. Using that as an 
excuse to escape the dagger-like eyes of Mrs. X, I left the room in a hurry. In the hallway, 
Betty told me that Mr. Y in room 505 needed me. In a few short strides I was at his room. 
I pushed the door open and a stench struck my nose. The smell was unbearable. I walked 
into the room and saw Mr. Y lying in the bed. The bed sheets right over his pelvic area 
were soaked with blood and urine. I couldn’t believe the smell, and Mr. Y was just lying 
there calmly like nothing unusual was going on. After pulling the sheets back, Mr. Y 
said, “I think the hose fell out,” in a calm voice. I began to feel a bit queasy. 
 “What did you do to him?” a voice squealed. I turned and looked. There was a 
young woman standing in the room with a terrified look on her face as she clasped her 
hands around her mouth. Wide-eyed, she stood mesmerized by the horrific sight of her 
father lying in a bloody mess.  
 “It’s ok,” I offered. “The catheter came out. Nothing to worry about,” I said trying 




 “How can you say it is alright? Look at that. I am no doctor but that isn’t right,” 
she snapped. “How could you have let this happen to him?” 
 I didn’t know how to answer those questions. I didn’t do it, yet I was blamed for 
it. Instead of defending myself, I decided to retreat. “I will be right back,” I said as I left 
the room. “I will go get another Foley and something to clean him up with.” When I got 
out into the hallway I remember taking a deep breath and fighting the urge to throw up. 
Heading back to the nurses’ station, I ran into a nurse that I hadn’t seen. “You must be 
Richard,” she said. I hoped she was Debbie, my preceptor. After introductions, I found 
out that she was indeed Debbie. I tried to explain the mess in Mr. Y’s room. She told me 
to get his chart, find his doctor’s phone number, and call it. So, I did. But instead of 
reaching the doctor, I got the answering service, which told me that the office didn’t open 
until nine o’clock. Then, they asked me if I would like to leave a message. I screamed 
into the phone, “I need to talk to the doctor now, this man is bleeding!” The doctor 
promptly called me back—ten minutes later. He gave me instructions on what to do until 
he got there. By the time I got to the supply room the idea of vomiting had passed. I got 
the supplies I needed, and after some searching, I found a technician to help me clean Mr. 
Y. I put the clots into a tray just like the doctor told me. I arranged the Foley supplies so 
that I would be ready when the doctor gave me the go ahead to reinsert the catheter—if 
needed.  
The doctor said he would be there in twenty minutes. Instead, it took him thirty. 
Every five minutes, Mr. Y’s daughter would stick her head in the door and ask me when 




know at the time, that same question would be asked every single day on the job. “When 
is the doctor going to show up?” 
 The rest of the day was a blur. I lost count of how many mistakes I had made that 
day. I remember finally getting to clock out and the long walk back to my car. I felt like a 
general who had just lost his army in a battle. I was the sole survivor of a war. I was 
alone and no one cared. I don’t remember driving home, but I do remember how foggy 
my head felt as I pulled my car into the driveway. I turned the car off and just sat there 
for a while. There was only one thought that kept running through my head: they did not 




Richard’s story illustrates how nursing school cannot prepare students for everything that 
a nurse may encounter while on the job. It takes time, experience, and practice to 
determine exactly what being a nurse really means. Each day is a new adventure and 
nurses should expect to be faced with situations that they may not be trained for. Embrace 
the challenge and keep in mind that all structures must begin with a foundation. Each day 
on the job builds that foundation. Using Richard’s story as an example, he had a terrible 
first day, and things were not as he expected. However, thirty years later, Richard loves 
his job and still gets excited about going to work. Despite the rocky start, Richard realizes 







As with any process, mastering the practice of nursing will take time, and nurses 
shouldn’t be surprised if it takes an entire career. In the beginning, the knowledge 
expected may be overwhelming. The nursing fundamentals book—no matter who the 
publisher—is a testament to this fact as it is well over one thousand pages of text packed 
with tremendous amounts of information that is covered in as little as ten weeks in some 
nursing programs, and this is just the overview of nursing. Keep in mind that the amount 
of knowledge that is required in nursing is massive. 
It takes some people longer to master techniques than others, but with persistence 
and the proper attitude, the processes will eventually become second nature. Be prepared 
to learn something new every day; the opportunities to do so aren’t usually difficult to 
find. Remember, mastering the processes of nursing is a process in itself. Take it one step 
at a time, and one day at a time. Someday the processes involved in the practice of 
nursing will become as easy as getting dressed. 
Nurses are held accountable for thousands of procedures, and it is impractical to 
think that any one person can master every single procedure that can or will be 
performed. The more practical experience gained, the easier mastering new procedures 
will become. The art and science behind mastering nursing procedures can be compared 
to a spider’s web, where every strand in the web has a beginning and an end, and every 
ending has a purpose. In a spider’s web, there are hundreds, even thousands, of 
interconnected segments. The strands in the web change directions, create new paths, and 




analogy, every strand affects other strands—constructing more strands strengthens the 
web, each one contributing to a stronger foundation. 
Some procedures begin at the same point, but somewhere down the line, each one 
may require a change in direction, and lead to new results. Beginning steps get mastered 
first because of repetition. For instance, before staring an IV, a sterile field must be 
created. Creating a sterile field is a part of numerous procedures. After mastering the 
procedure for creating sterile fields, nurses can move on to other parts of the procedure. 
With this in mind, the nurse only has to learn the new procedures from that point forward. 
Most procedures contain elements that are already familiar. For instance, starting a PICC 
line contains almost all of the same elements as starting an IV, but inserting a PICC line 
has a few extra steps along with extra equipment. Up to a point they are both the same, 
and then the two processes diverge. Starting an IV is considered the base knowledge for 
learning how to start a PICC line. Starting a PICC line is considered an advanced skill, 
but it cannot be learned until starting an IV is mastered. It is this knowledge base that will 
eventually lead to mastering more advanced skills. 
In a more formal context, the process described above is known as scaffolding, 
meaning to build on something that is already known in order to reach a conclusion that 
is not yet known. In essence, this is a huge part of being a nurse: taking the training 
acquired in nursing school, building on it with experience and practice, and applying that 
knowledge in the field of nursing. This is the most common path to becoming proficient 







Alongside the processes and tasks that are required, providing patients with care is 
necessary. Patient care comes in many forms and can be viewed in three areas: physical, 
mental, and emotional. Caring is an important part of being a nurse. If patients are not 
cared for in both the physical and psychological senses, it will be viewed as doing a sub-
par job. These criteria set the tone for patient encounters and outcomes.  
Nurses in general are constantly being evaluated. Patients are not the only people 
who will judge a nurse. Doctors, other nurses, supervisors, and patients’ families are all 
included in the pool of people that evaluate a nurse’s performance by the level of care 
that he or she provides. Constant evaluation is part of the daily work life, and evaluations 
come in two different forms. The first type of evaluation is made by the nurse when 
evaluating the patient’s needs and determining how to meet those needs. The second form 
of evaluation is made by others such as: coworkers, doctors, family members, and the 
patients. This type of evaluation is based on the nurse’s decisions and the care that is 
being provided. Both forms of the aforementioned evaluations are based on the degree of 
care or level of caring being provided. 
 
Caring by Definition 
There are numerous philosophies, theories, concepts, and practices that focus on the best 
way to care for and provide patients with care. Some choose to define patient care 
practice as a science and treat it as such. This type of practical nursing can also be called 
General System Theory, often defined as taking apart something that is whole and 




This theory is based on science and leads to the concept of science-based care. This type 
of care often leaves out the nurturing factor of providing care.  
Another type of practical theory is called Adaptation Theory. This theory presents 
the idea that humans adapt on three levels: the self or internal adaptation, social 
adaptation to environment and others that surround them, and physical adaptation by 
biochemical processes. Adaptation Theory is broadly defined as the ability of the patient 
to adapt physically to the environment and other living things through interaction and 
response. Even though a nurse may not formally subscribe to this theory, it does 
influence a nurse in some form during his or her career. Adaptation is one of the 
processes that new nurses must recognize. Make note of things to do and things not to do, 
and get to know the quirks of coworkers and patients. This will be helpful in the long run. 
The last theory offered here is the Developmental Theory that outlines the 
predictable and orderly development and growth that starts at conception and ends at 
death. The development and growth of humans are defined by factors such as 
environment, experience, emotions, genetics and heredity, and health. 
Each of the three nursing theories mentioned above have four common concepts:  
• the patient; 
• the environment; 
• the health of the patient; 
• the nursing goals, roles, and functions.  
The aforementioned theories are by no means an exhaustive list, and they are intended to 




No matter what theory a nurse subscribes to, in the end they all lead to the same place of 
delivering patient care. Patient care best defines the job of being a nurse. 
 
Conclusion 
New nurses will gain insight into the field of nursing over time just like Richard did. 
Revealing the realities associated with the practice of nursing is not intended to be a 
deterrent or a scare tactic; instead, these revelations are intended to be informational 
about what is expected after graduating school and beginning nursing full time. Even 
though Richard’s first day was horrible from his point-of-view, he has maintained a long 
and successful career. In the pages that follow more advice, tips, and pointers will be 








































Knowing is not enough; we must apply. Willing is not enough; we must do. 
















This chapter is broken down into two sections. The first section covers some 
misconceptions and truths about nursing and offers some advice on how to deal with 
these situations through the use of the buddy system. The second section offers advice for 
nurses on how to take care of themselves while on the job. This advice stems from years 
of experience, and even though this chapter does not encompass all the knowledge the 
job requires, it does offer some tips that aren’t commonly taught in nursing school. 
 
SECTION I: THE TRUTH 
Misconceptions 
Most things taught in nursing schools are taught as best practices, and by the same token 
many of these best practices are not the same practices that are being used in hospitals, 
doctors’ offices, or other places outside of the classroom. These best practices often end 
up being outside what is conventionally accepted as the norm when put into practice. 
This is where the deficit between learning and practice lays. This can either be viewed as 
good or bad; it really just depends on the perception of the person making the 
determination.  
The point is that nursing school doesn’t teach students everything they need to 
know about the job, and there will always be peculiarities in the workplace that may 
come as a surprise. To complicate matters even further, each workplace has its own way 
of accomplishing goals; in some cases each floor or unit will have its own specific way of 
completing tasks, even within the same hospital. Even further down the chain, each 




nurses under his or her supervision. At the end of this chain of differences, a new nurse is 
expected to sift through all of the various ways of practicing and formulate a personal 
way of doing the job that will coincide with the organization’s policies and accepted 
practices. This is a hard task to accomplish due to the many variables involved with the 
learning curve. However, in time a new nurse will get the hang of how things work and 
what is expected of them.  
Due to the sheer magnitude of various nursing practices, hospital administrators, 
and protocols, there is no way a nursing education program can teach a nursing student 
everything the student will need to know. This is where the advice given in this book can 




Each day in nursing will be an exciting adventure. New experiences will occur at an 
alarming rate. Things can and will change in an instant. Look for these changes, prepare 
for them, and be ready to face new challenges the moment they arrive. No nursing 
program can prepare a student for each and every challenge of the job. 
Nursing schools tend to gravitate toward the glorious aspects of being a nurse, and 
they overlook the unpleasant aspects. Nursing students are often lead to believe that 
nurses can save the world one patient at a time. In reality, saving lives on a daily basis is 
hyperbolic in nature. This concept is often used as a motivational tool to get students into 
and through nursing school. Nurses can save lives, but so can doctors, surgeons, and pre-




nurse’s patients. The majority of nurses will not be put to the threshold of life or death 
situations daily. Emergencies do happen, and certain nursing jobs are exposed to more 
critical situations than others, but a nurse’s daily routine will not generally require any 
immediate life-saving skills to be performed. The majority of the time spent nursing is 
administering medications, charting the care rendered for each patient, and doing other 
required paperwork. The remainder of the time is spent caring for physical and mental 
needs such as: 
• food and drink; 
• aiding with or performing hygiene for the patient; 
• talking with the patients and/or the patients’ families addressing 
psychological needs. 
In reality, a nurse spends a lot more time emptying bedpans and Foley catheter 
bags than performing cardiopulmonary resuscitation. This is a fact. With this fact in 
mind, be prepared to do both even though disposing of bodily fluids is less glorious than 
giving a patient a second chance at life. 
 
Restroom Breaks 
There are many universal truths in nursing just as there are in any profession. One of 
these truths is the fact that restroom breaks are a rarity, and when taken it must be a well 
thought out and planned event. When a nurse enters the restroom and closes the door, 
who is in charge of the care of their patients? Who will answer the call button? 




something; sometimes it gets so busy that there is not a moment to spare to take care of 
personal physical needs. 
 
Eating 
Just like restroom breaks, eating is another personal need that often gets lost during a 
normal workday. Nurses spend so much time caring for others that they often forget to 
take care of themselves. Rarely does one get to sit down and enjoy a full meal during a 
lunch break. Skipping meals should never be an option. Even if mealtime is an eat-now-
and-taste-it-later situation, make the time to eat. Without energy, it is hard to be 
productive. This is where the buddy system can help. Make sure someone is available to 
cover patients while eating. Charge nurses are supposed to ensure that nurses get breaks 
and are supposed to give nurses ample time to eat. This is not always the case even when 
charge nurses are good at providing coverage for breaks and eating, and this doesn’t 
always end up the way a nurse would like; sometimes it isn’t always possible to take a 
full break. 
 
The Buddy System 
Establishing the buddy system is one good way to prepare for restroom breaks and eating. 
Even though patients are assigned to a single nurse for their care, teamwork should 
always be utilized in the workplace. Pitch in and help other nurses when possible. In turn, 
other nurses will come and help out when you need it, including the tasks that take more 




eat, use the restroom, or for other personal reasons. The person chosen in the buddy 
system should be reliable and dependable. 
The entire process is easier when someone is found that is trustworthy and 
dependable and will take care of patients as expected. Achieving the ability to eat in 
peace without the nagging worry that patients are getting neglected is a goal worth 
pursuing.  On the other hand, if unreliable backup is used bad situations can appear in a 
hurry. If a patient makes a request to the nurse that is providing coverage and that nurse 
doesn’t fulfill that request, the assigned nurse gets the blame. The blame always falls 
back on the nurse that is originally in charge of that patient’s care. This is one reason why 
choosing a reliable buddy is so important. Finding someone whose professionalism is 
closely aligned to one’s own is the key to success in picking a buddy. Basically, be 
careful not to select a slacker to be a buddy or the slacker’s bad habits will then become 
the nurse’s problems as well. 
 
SECTION II: TAKING CARE OF YOU 
Food 
Keep an extra supply of healthy snacks and quick backup foods on hand. Don’t be 
tempted by the cookies in the break room. Yes, they may be filling, but after the sugar 
wears off, hunger and lack of energy set in again. This is counterproductive. Plan to have 
quick snacks available for instances where time is crucial and in short supply. When it is 
not possible to break away from patient care, a quick snack can really help keep energy 
levels up. The snack can be carried in a pocket, a handbag, back pack, or stored in a 




available. There are several items that nurses should have quick access to, food is one and 
clothes are another. 
 
Uniforms 
It is a good idea to have a complete change of clothes on hand and readily available for 
times of need. There are many reasons behind this advice. One reason is if a uniform gets 
soiled during the course of a normal workday, having a backup on hand will prove to be 
useful because the nurse can quickly change uniforms and carry on. If a clean uniform is 
not available, patients will cringe at the sight of a nurse walking around with blood all 
over their scrubs, it is unsanitary, and it runs the risk of spreading disease and germs from 
one patient to another. In some instances, if a backup uniform is not available when a 
uniform becomes soiled, the nurse will be sent home. This type of situation should be 
avoided as it causes undue stress among the entire workforce. Loss of pay is one issue for 
the unprepared, and increasing the workload on coworkers is another. Also, the charge 
nurse will not be pleased because of the loss of the nurse if the nurse is sent home. 
Another good reason for having a backup uniform available is the risk of being 
required to stay beyond the normal work schedule due to unforeseen “states of 
emergency” such as inclement weather or a mass casualty incident is ever present. If any 
of these occurrences happen, an extra uniform to change into will be nice. These 
occurrences don’t happen on a regular basis, but that fact shouldn’t be an excuse to be 
unprepared for the situation when it arises. To give a context for this advice, the 






It was my second week on the job. I was new and I was still in awe and shock of the fact 
that I was a nurse and how much I didn’t know. That morning, I had just completed my 
initial rounds on five patients when Nancy, the senior nurse on the floor, stepped out of 
one her patient’s room and asked for some help. Nancy needed me to help her clean up 
one of her patients. I can say that this was not appealing to me at the time, but being the 
new kid on the block, it was my time to earn some brownie points. I knew that the right 
thing to do was to agree without hesitation, and that’s just what I did.  
She told me, "It will only take a minute,” and asked me to grab some linens. She 
added, “Don’t go in without me. Just wait for me here." That should have been my first 
clue, but at the time I didn’t think anything about it. So, I went and got some clean linens 
and returned to the room and stood patiently just outside the door. As I stood there a 
strange odor surrounded me. I shuffled over to the other side of the hall, but it didn’t help. 
The odor was over there too. I tried holding my breath, but it was no use. Each time I 
breathed, I would catch a whiff of the most horrific smell that I had ever encountered in 
my life. I could only think of one thing, “What died?” 
Nancy came back down the hall holding two yellow masks and some hospital 
issue toothpaste. I must have looked like a confused and ‘trying not to gag’ idiot, and I’m 
sure the dumb look on my face conveyed my thoughts. Nancy handed me a mask and 
instructed me to place the toothpaste on the inside of the mask. She quickly recognized 
another one of my dumb looks. She explained, "It will help with the smell. You will 
smell the toothpaste instead of the feces we are about to clean up." Then it clicked in my 




me. I wasn’t looking forward to going into that patient’s room. I reasoned to myself, “if it 
is this bad out here, I can’t imagine what it’s going to be like inside the room.” 
We went in. My eyes started watering a little bit. I could smell toothpaste and 
feces, but it was bearable. I didn’t even want to think about how bad the smell would 
have been without my toothpaste barrier. Nancy insisted on being the one that would turn 
the 300-pound man. This didn’t make any sense to me as she was only five feet tall and 
maybe a hundred pounds soaking wet, but she was in charge of this patient. Given the 
responsibility of being the “cleaner,” I watched as Nancy used leverage and proper body 
mechanics to turn the patient over on his side.  
This is when I went to work. I was gloved and masked trying only to breathe 
through my mouth. I rolled the sheets just as she instructed me. I was trying to contain 
the liquid stench. As I made my first attempt, Nancy blurted out, "careful around the 
firing hole." As luck would have it, it was too late; the "firing pin" had been activated. 
The semi-formed feces shot out faster than a speeding bullet. With force and speed, the 
brown liquid flew across the bed soaking my scrub bottoms, running down my legs 
soaking my socks and shoes, and finally splashing on the floor. In disgust, I finished 
cleaning the patient and retreated into the nurse’s locker room in an effort to 
decontaminate myself. 
I learned several valuable lessons that day. First, when given the opportunity to be 
the person turning the patient instead of the one cleaning the patient, my advice is to take 






Concluding Cathy’s Lesson 
Cathy’s advice is solid and should be taken to heart. There is no way to know when an 
accident will happen, and being prepared for such an incident is prudent. Note that Cathy 
advises to keep a “complete changes of clothes” on hand. A complete change of clothes is 
defined as tops, bottoms, socks, under garments, and shoes. This is good advice and 
shouldn’t be underestimated. 
 
Shoes 
Shoes are important. Shoes are a nurse’s best friends. Being on the go for the majority of 
a twelve-hour shift can seem like an eternity with aching feet. Since every person is 
different, it would be futile to try and tell any given person the best way to take care of 
his or her own feet. So, little advice can be offered about the type of shoe that works best. 
This is a personal choice that must ultimately be decided on by the wearer. Just make 
sure that the shoes can and will offer comfort and support for twelve hours, and then get 
three pairs.  
Alternate wearing two pairs of shoes during the course of the week and keep the 
third pair available as part of the backup uniform. By alternating shoes every other day, 
feet will remain in a state of flux, and it also increases the longevity of the shoes by not 
putting constant stress on the same places of the insoles. After a while, the shoes will 
mold to one’s feet. At this point, it is time to begin looking for a new pair, or at least get 
ready to replace the insoles. This can happen as quickly as six months depending on 




Many shoe retailers offer this service free of charge. Simply take the shoes into the 
retailer and have them inspected. 
Shoes molding to one’s feet is very different than being broken in. A broken in 
shoe provides comfort and gives the wearer support where needed and bends in all the 
right places according to the wearer’s feet. Molding means that when looking down 
inside of the shoe, the outline of the foot imprinted on the insole can be seen. If the shoes 




Along with making sure that a complete uniform is available, having personal hygiene 
products available—in the event that extended work becomes necessary—should be a 
part of personal care preparedness not to be overlooked. This means having an 
emergency kit of some sort. In the kit, the nurse will want to make sure to have the 
following items available:  
• hair care products, such as combs, brushes, and shampoo;  
• oral care products, such as dental floss, toothpaste, a tooth brush, and 
mouthwash; 
• deodorant;  
• any medication necessary for at least a 48-hour period, which includes 
prescription medications, over the counter medications, and headache 
pills; and 




Taking hospital medications is usually against policy, and this practice isn’t 
recommended as this can lead to trouble, such as getting terminated. Furthermore, taking 
any of the aforementioned items is frowned upon as this is considered stealing. 
Being prepared will make it that much easier to maintain a positive attitude, and it 
offers the ability to deal with any unforeseen situations when they occur. Even though 




The ideas presented in this chapter are a few pointers that can make the workday just a 
little better. This is not an inclusive list, nor is it intended to be, but this advice is based 
on the experience of seasoned nurses. As stated before, there is no way to completely 
prepare a first-year nurse for the demands of the job, but the ideas above will help. 
Ultimately, this knowledge is left in the hands of the individual. Each person must decide 
what knowledge is useful and what knowledge isn’t. Through the experience and advice 



































Peers, doctors, patients, and patients’ families are constantly judging nurses. The terms 
“good nurse” and “bad nurse” are used to label the overall abilities of the nurse. One 
factor that contributes to this “labeling” is the ability to listen. In general, the judgment is 
made through the perception of a nurse’s ability to listen, understand, and interpret what 
exactly is being said. Listening skills are often talked about and sometimes even 
emphasized, but the skills involved in listening are hardly ever explained. The following 
information will give added insight into listening. 
 
Communication Cycle 
The ability to listen stretches far beyond the ability to hear audible noise; it leans more 
toward a concept than a physical ability. Listening is actually the part of the 
communication cycle known as decoding. The communication cycle basics are as 
follows:  
1. The sender—also known as the speaker—encodes the message, which 
means he or she prepares the communication through thinking about it.  
2. Then the sender verbalizes the message to the receiver—who is also 
known as the person to whom the sender is speaking.  
3. The receiver then decodes the message, which means they hear the 
message and formulate an interpretation of the message.  
The ability to formulate the meaning of messages plays an important role in 




conveyed on a daily basis. Inevitably, any misinterpretation trickles down to the patients, 
and this usually ends in adverse consequences both for the nurse and the patient. 
In an effort to avoid miscommunication, mastering listening skills should be a 
priority. Understanding that communication is extremely important and should always be 
at the forefront of any interaction in the workplace will be a tremendous to job 
performance. In order to perform assigned duties appropriately, the nurse must fully 
understand what is expected (and asked) of him or her by other nurses, doctors, and 
patients. For instance, if a doctor scribbles an order that is not legible in a patient’s chart, 
never make an educated guess as to what the order says. Always get clarification on any 




Learning to be an “active listener” is a process, and listed next are eight key elements that 
can aid nurses in the process of becoming better active listeners. Being an active listener 
requires a person to: 
1. Stop talking and do not make any premature responses. Talking while 
listening is virtually impossible.  
2. Have patience. Allow the speaker to complete his or her thoughts without 
interruptions. Wait for the speaker to finish speaking; never talk over the 




3. Prepare to listen to a speaker by focusing all attention on the speaker, and 
try to avoid distractions. It is easy to get sidetracked during a 
conversation, but stay focused on the message.  
4. Always keep in mind that body language plays a key role in 
communication. When listening, don’t shuffle papers, look at a watch, or 
act anxious by moving around unnecessarily. These kinds of gestures 
suggest to the speaker that the listener’s mind is somewhere else instead 
of focusing on the conversation. 
5. As a listener, learn to interpret cues from the speaker’s body language, 
and try to pick up on what is left unsaid. Listening also involves one’s 
eyes and not just ears. Often times, what isn’t being said is just as 
important—if not more—than what is being said.  
6. Being a good listener involves the ability to understand the big picture 
and the intended meaning of the message rather than just hearing the 
words that are being delivered by the speaker. 
7. Tone and volume can be an indicator from the speaker on how the 
message should be received.  
8. Never be judgmental about the speaker’s ability to communicate. 
Sometimes it takes some people longer to get their words right before 
speaking, and be patient when listening to people speak in order to gain a 
better understanding of the message. 
This list is not intended to fully educate a nurse on how to become a good listener, but it 




The following story is a real experience that a female patient had in an emergency 
room, and it is intended to demonstrate how being a good listener can prevent adverse 




The background information on the patient is as follows: the female patient has Short 
Bowel Syndrome, and she is currently under the care of a surgeon and a nutritional 
doctor. The patient underwent a surgical step-procedure to lengthen her bowel, which 
was a success and lengthened her bowel to approximately 100cm in length. As a result of 
her condition, the patient has a high-output ileostomy even after her bowel had been 
lengthened. Her output ranges vastly depending on her intake of fluids and food. At any 
point during the patient’s treatment it was not uncommon for her ileostomy to output 11 
liters of fluid in a single 24-hour period.  
At the time of one such incident, the patient was on total parenteral nutrition 
(TPN) of 2000 ml infused over 12 hours with a one-hour ramp up and a one-hour ramp 
down time. Also, she was allowed to intake as much fluid and food orally as she wants. 
Being on TPN was the answer to getting the patient the much needed nutrition in a form 
that her body could absorb since she cannot properly absorb nutrition through her 
digestive tract. The patient has been on TPN for approximately two years, and the TPN is 
delivered through a Hickman port that was placed by her surgeon. Both the TPN and the 





 Due to the shortness of her bowel and the associated absorption problems that 
coincide with her illness, the patient has a high hemodynamic sensitivity. She is 
dependent on her oral fluid intake and the TPN, as she is prone to severe dehydration and 
electrolyte imbalances within a matter of hours if her routine gets interrupted. If the 
patient goes twenty-four hours without TPN, she has been known to reach critical levels 
in her potassium and magnesium count. Also, the telltale signs of her dehydration are 
severe muscle cramps, nausea, and sometimes violent vomiting. It only takes a matter of 
hours for this to occur, as she is an atypical case due to her complicated history. Due to 
the fact that her condition is outside the general parameters of standard medicine, it is 




As the story begins, one night at approximately 8:30 pm, 30 minutes after starting her 
TPN, the patient’s Hickman port ruptured. Her husband, having been through this event 
previously, clamped the line with the in-line clamp. Then, he wrapped and tapped the 
ruptured portion with sterile gauze. He then called the on-call physician from his wife’s 
doctor’s office that advised them to go to the emergency room. The doctor stated that she 
must be seen and evaluated by a physician. They got in the car and drove to the hospital 
as directed by their doctor, and they arrived at approximately 10:30 pm. The patient lives 
an hour away from the hospital. Due to her illness, this is the closest hospital that can 
care for her condition. Without traveling out of the state, the patient has no other hospital 




The patient was triaged in the emergency room, and around 1:30 am she was 
finally brought into an Emergency Department room. The doctor came in and evaluated 
the patient by obtaining her history and current situation. The doctor left and said she was 
going to put in orders. Shortly after 2:30 am, the nurse made her first appearance in the 
patient’s room. By this time, the patient was having severe cramps, and she had received 
no treatment whatsoever. The couple tried to explain the situation to the nurse. They told 
the nurse that the patient was dehydrated and needed fluids in a hurry. The nurse 
interrupted and said, “there is no way she is dehydrating that fast.” Needless to say, the 
non-caring callousness of this assessment by this unknowing nurse did not sit well with 
either the patient or her husband. The nurse left the room saying she would “go and get 
things.” A different nurse came in about 10 minutes later to start an IV. The doctor came 
in later and asked why the husband wanted to see her, asking, “is it because nothing has 
been done yet?” The reply was obviously yes and included the fact that the first nurse that 
came into the room essentially called the couple liars and then left. The two then 
requested that the original nurse not be allowed back in the room. The doctor responded 
by saying that she would have the charge nurse come by and speak with them, which 
never happened.  
 Around 3:00 am, the patient finally received fluids, pain medications for her 
cramping, and her initial labs drawn. By this point, the patient had been without any IV 
fluids for nineteen hours, and was at a 1,100 ml deficit from her TPN. Dehydration was 
occurring and confirmed by the doctor via lab results. After the fluids were started, the 




reassessment, the doctor stated that the patient’s lab work was abnormal and that there 
would be treatments to correct the situation. 
 
Debby’s Outcome 
Three days later, the Hickman port was placed and the patient was discharged from the 
hospital. Two weeks later, the patient’s lab readings were back into the range that they 
had been prior to the incident. 
 It has been the patient’s experience that the average nurse is unprepared to treat 
her unique condition, as it does not fall into a usual category. In this case, the time delay 
and fluid disruption created an imbalance that took weeks to return back to normal levels. 
This situation could have been avoided if the nurse would have listened to the patient and 
given her the fluids she needed in a timely fashion. 
 Unfortunately, this was not an isolated incident. Debby had similar experiences 
on at least two other occasions at the same hospital.  
 
Conclusion 
Debby is not alone in her experience, as others have suffered as a result from nurses and 
doctors refusing to listen or just outright ignoring them. Patients and family members 
have been dismissed as uneducated and overreacting to medical conditions. People that 
are chronically sick battle the illnesses for years. These people have extensive experience 
with the problems associated with the condition because the problem is dealt with on a 
daily basis. The patients and family members know what works for the patient and what 




but it is frustrating when the doctors and nurses summarily dismiss personal experience 
and knowledge. 
These kinds of incidents can be avoided when proper listening skills are practiced. 
It seems like this should be common sense and, in a way, it is. Listening should come 
naturally, but this isn’t always the case. Being a good listener requires effort, training, 
and experience. Choosing not to be an active listener will result in poor patient outcomes 
and will damage the trust relationship between patient and nurse. Listening should be a 
part of every patient care plan. Listening skills are not mandated nor can they be 
enforced, but if patient care is the focus, the nurse will listen to what the patient is saying 













































The industry standard for patient-to-nurse ratio is supposed to be 6:1. Some days that 
may be the case, but some days it isn’t. Some days the assignment load reaches ten 
patients. Those days aren’t going to be easy ones. Nevertheless, figuring out how to best 
meet the needs of each patient is part of the job. A great mnemonic that aids in dealing 
with planning are the five Ps: Prior Planning Prevents Poor Performance. Having a plan 
for the day can help prevent a disaster. Even if the plan is destined to fail—and 
sometimes the plan will fail—this should not be an excuse for not being prepared to deal 
with the day and the patient workload. Without a plan, patient care will suffer, stress 
levels will increase, and a nurse will have a horrible day, only to be topped by the next 
shift when the nurse gets assigned eleven patients. 
 
The Plan 
One way to prevent chaos and avoid patient neglect is by organizing the patient load into 
a workflow. A workflow is the mode in which patient care is delivered in the least 
amount of trips. Devising a workflow is important for many reasons. One reason is that 
time spent standing and walking leads to a lack of energy, and a lack of energy poses the 
risk of making mistakes. Patient safety should always be at the forefront of each nurse 
and patient encounter and creating a workflow helps in addressing this issue.  
Setting up a workflow should always include the element of patient safety, and 
this is just one factor to consider. Other things that should be considered in planning a 
workflow are: 




• physical abilities and disabilities; 
• family support; 
• specialized needs or testing. 
Additionally, in creating a workflow, plan for times of routine labs and serial x-rays, 
noting whether the test will be done at the bedside or if there is a need for the patient to 
go to a specific department to have the test completed.  
The items listed above are just a few ideas that need addressing in developing a 
workload routine. Experience and daily demands will eventually become the deciding 
factors when developing a workflow that works best for each nurse and shift; the advice 
above offers a good starting place. 
 
Starting the Day 
When a nurse makes initial rounds, that round will dictate the workflow for the majority 
of the shift with the exception of discharges and new admissions. The idea to remember 
concerning workflow is to always be flexible. No one can ever account for everything 
that might arise during a shift—the best laid plans can quickly go awry. Murphy’s Law 
dictates that anything that can go wrong will go wrong—the same applies to nursing. 
Changes are a major part of the daily work in the field of nursing. Changes occur in an 
instant and must be dealt with in a timely and efficient manner. Expect the change, and 
don’t be shocked when it happens. Instead, focus on the task at hand. This benefits both 
the nurse and the patient by working through problems without outside interruptions. 





Preventing diminishing health is a primary concern, and steps can be taken to 
prevent diminishing health. The following ideas will help in this matter. At the beginning 
of each shift there will be a period of time when the previous nurse gives a hand-off/shift 
change report. This is the opportunity for a nurse to start the organization process. 
Gathering information is part of the prevention process, and it helps with creating a 
workflow. When the on-coming nurse gets the patient reports from the previous nurse, 
there are key elements to note and certain questions to ask: 
• Which patients have drains, if any? 
• Which patients are restrained? 
• Which patients are on pain management? 
• Which patients have specific nutritional needs (especially for those 
patients that have diabetes)? 
• Are any of the patients pre- or post-op? 
• Are there any patients with isolation requirements? 
• Are there any patients with an altered mental status? 
• Are there any patients with other special needs? 
• What is the ambulatory status that coincides with a fall-risk assessment? 
Also, don’t forget to ask about the patients’ support networks. Inquiring about family 
members, friends, or any special religious needs that should be addressed will be 
beneficial in the patients’ care plans. Understanding patients’ support systems will 
ultimately provide a better overall understanding of patients’ needs, and aid in 








After gathering information from the hand-off/shift change report, it is time to start the 
initial round. There are many different ways to start initial rounds. One common error 
often made is getting bogged down with the tasks at the beginning of the shift. Tasks 
shouldn’t be performed during the initial round unless it is deemed an emergency. The 
initial round should be quick. It should be performed in the manner of a triage system. 
This allows for getting an idea of the immediate needs of the patients. Next, choosing a 
starting point based on the report helps begin the development of a workflow process for 
the day. Start by going to the most acute patient first. 
After entering the sickest patient’s room, perform a rapid observation determining 
the patient’s stability or instability. When done with this observation, and after correcting 
any immediate issues, move on to the next patient in order of severity. Continue on in this 
process and keep in mind that the last patient to assess is the patient that needs more 
emotional support than patients requiring labor-intensive care. Getting caught in a room 
by an elderly patient that wants to share his or her life story can severely hinder the 
process of caring for other patients that have more immediate needs, such as pain 
management or other medication administration. After attending to all the patients’ 
physical needs, return to fulfill the emotional needs of these patients. Sometimes getting 




excuse and move on to the next situation while remembering not to make promises that 
cannot or will not be kept. 
 
Prevention 
After establishing the safety portion of the patients’ needs during the initial round, move 
on to preventive measures: 
• check the patency and stability of IVs and drains; 
• confirm that fall prevention measures are in place where needed; 
• check to assure that restraints are in place, working correctly, and not too tight. 
While performing these tasks, make a mental list to delegate tasks to support staff as 
needed. As part of the team, the support staff needs to be aware of situations to look out 
for while delivering patient care. 
 
Medication Administration 
After confirming that all the patients are safe and are not experiencing anything adverse, 
move on to medications. Medication organization should come only after completing 
initial rounds because there is always the possibility that a patient will have a pressing 
issue that needs immediate attention, such as finding a patient in respiratory distress. The 
initial round will reveal anything that needs immediate attention.  
When beginning medication administration, start with either the PRN medications 
and give them out as needed or requested, or start with the patients who only need PO—
by mouth—medications. This helps with the workflow by avoiding getting tied up in the 




 Devise a way of giving medications that will maintain an order. Start with the 
patient who needs the most medications or with the patient who needs the fewest 
medications. Either way, give medications to only one patient at a time. This will prevent 
errors. Don’t try to give all the PO medications in one round, and then come back to give 
intravenous medications in a separate round. This is a bad idea. This practice is 
confusing, and the opportunity for error increases. One practical way is to start with the 
patient that only needs PO medications. By doing this, the risk of infiltrating an IV is 
avoided. An infiltration falls into the task-oriented care mentioned earlier, and these 
situations will only slow down the workflow.  
By ending the medication rounds with the complicated patient, the workflow will 
maintain consistency. A patient that has multiple medications given through multiple 
routes is labor intensive. By saving the complicated patient until last, time is saved and 
falling behind in medication administration is circumvented. Also, take an extra minute 
with those complicated patients to look for contraindications and side effects of the 
medications, and be familiar with antidotes. Always keep a supply of flushes, alcohol 
wipes, gloves, tape, and scissors readily available, as this practice will pay dividends in 
time conservation and efficiency. 
Giving medications requires preparedness. Just as with anything in nursing, 
medication administration requires a plan; poor planning equals poor results. One way to 
prepare is to always make sure to have water available for PO medications. Walking into 
a patient’s room with a handful of pills and no water is bad. Besides wasting time by 
having to go back out of the room to get water, the patient may deem the nurse 




water cart and leave the cart just outside the room for quick access when necessary. Also, 
have some snacks on the cart, as some medications should be taken with food. Even if a 
cart is not prepared, always make sure food and water is available when administering 
pills and other PO medications. 
When administering medications, the five “rights” need to be checked. This 
mnemonic is used as a safety measure, and its usage should never be taken lightly. In 
order to assure accuracy, make sure to have the: 
1. Right patient. 
2. Right drug. 
3. Right dose. 
4. Right route. 
5. Right amount. 
This is paramount in assuring that a mistake doesn’t occur. Also, confirm the availability 
of the medications. It doesn’t happen often, but there are instances when the hospital runs 
out of certain medications due to unforeseen events, such as a national shortage, a recall 
on medications, or the ordering doctor is unfamiliar with the formulary in the pharmacy. 
 
Take a Break 
Once the medication rounds are completed, it is a good time for a break. Go to the 
bathroom, and get something to drink. The patients have been cared for, and now it is the 
nurse’s turn. Breaks should be part of the workflow plan and should be taken advantage 








After the break, follow up on any additional charting requirements. Some systems are 
“scan and give.” This system automatically charts any medication given once it is 
scanned, but even the best system does not make notes for the nurse. So, make sure to 
keep up with charting requirements as soon as possible. Remember that at any given 
moment, things can fall apart, and trying to remember details hours later will be difficult 
if not impossible. Even the most brilliant minds will forget something. 
 
Tasks 
Before getting tied up in complex task-oriented care, make one more quick round to 
patients’ rooms, give some comfort care, and tie up any loose ends, or work will begin to 
pile up. After this, get ready to begin the task-oriented procedures. Stock up on supplies; 
gather any and all equipment needed including—but not limited to—replacement or back 
up supplies. This prevents having to run all the way back to the supply room if something 
is dropped. Do all of this before entering patient’s the room. Nothing annoys a patient 
worse than an unprepared nurse. Try to make each visit a one-time deal, and then move 
on to the next patient. This relieves the pressure of having to return to complete an 
unfinished task. If a patient needs extra attention, try to get some coverage for the other 
patients and coordinate efforts with the backup so that the both of you are not tied up 




backup is not always available. Plan for help when needed, and have a backup plan for 
that plan. Planning cannot be stressed enough as it is the backbone of performance. Make 




Teamwork is key when trying to plan out the day and assuring that all the needed tasks 
can be accomplished in the shift. Remember that a nurse is part of a team, and nurses 
don’t have to do everything alone. This is the reason why hospitals hire support 
personnel. Support personnel such as techs are there to help when needed, and nurses 
shouldn’t hesitate to use them. Also, in this instance, the buddy system should be based 
on geography and the acuity of the patients. This will help when aid is needed in a hurry. 
Don’t just pick anybody to help out. Make sure that person is capable of providing the 
correct help when needed. If the helper doesn’t have the ability, knowledge, or skills to 
help then that person isn’t really any help at all in critical situations. 
The following story illustrates the process that Manny went through in order to 
find a workflow that worked best for him. 
 
Manny’s Lesson 
Veteran nurse Manny recounts how he struggled to find a workflow that worked best for 
him and how he learned from his colleagues. 
I worked the night shift on the second floor at my brand new job in the hospital. 




struggled a bit at first as I tried to fit in with my coworkers. They weren’t very helpful 
either. I had my suspicions that Lucy, my preceptor at the hospital, had already poisoned 
any chance of them liking me. Lucy was a crotchety old nag that wasn’t one for polite 
conversation. She would snap my head off in an instant every time she saw me do 
something that wasn’t to her liking. She was more of a trial-and-error sort of teacher 
rather than helpful. I began wondering why she was even a nurse. If nurses are supposed 
to be caring and kind, I couldn’t see any evidence of it in her at all. I was sure that she 
was talking bad about me behind my back. By the end of my first week on the job, I had 
already become defensive, and I started making my own judgments about my coworkers. 
That first week was hard, and I remember thinking to myself, “I seem to be the 
only nurse doing any work in this place.” Every time I walked by the nurses’ station, they 
were all sitting there laughing and talking. The charge nurse seemed to be the ringleader. 
The other nurses were there along with the respiratory therapist; it looked like a party, 
and I wasn’t invited to join in on the conversation. One night I had passed the desk four 
times and every time it was the same; they were all sitting around enjoying themselves. 
On my fifth pass, I overheard one of my colleagues say, “Should we tell ’em?” Then, I 
heard the charge nurse respond, “Not yet, let’s see if it’s a new record.” Then, there was a 
bit of chuckling. 
Needless to say, this pissed me off to no end. I fumed as I continued my numerous 
treks to and from the medication room, supply room, clean utility room, nutrition 
refrigerator, and my personal favorite, the soiled utility room. As I worked my tail off, I 
again thought to myself, “Why are those nurses so lazy? All they do is sit at that desk all 




On my sixth journey by the desk, I heard some laughter, some snickering, and one 
of them say, “ I can’t take it anymore, let’s help him out.” Someone agreed and they 
called me over. The charge nurse piped up and informed me that I have set a new floor 
record for a graduate nurse. Puzzled and pissed, I stated, “I don’t understand.” 
One of the nurses reached under the desk, and she pulled out a gift bag with a big 
blue bow tied around the handles of the bag. She stretched her arm out toward me and 
said, “Here. This is your award.” I hesitated for a minute as I realized that everyone was 
staring at me. Eventually, I took the bag from her. “Open it,” she said. 
I untied the bow, and then I reached down into the bag and pulled out a pair of 
baby shoes. The look on my face must have been quite a sight. I can only imagine my 
look of confusion mixed with embarrassment. To make matters worse, everyone burst out 
laughing. When the laughter settled, I looked at the charge nurse and said, “What are 
these for?” 
She answered, “The award is for the most grossly inefficient way to handle your 
workload. You’ve probably walked ten miles tonight going back and forth needlessly. 
Those shoes are a symbol. The baby needs to learn to walk.” I knew this must have some 
underlying meaning that I did not yet understand. Over the next twenty minutes, I learned 
more about being a nurse than I did during my entire nursing school program. I have 
never forgotten those lessons from that day. 
It turned out that Lucy, my angry preceptor, had been talking with the other 
nurses. As a result, they had devised a way of helping me to understand the intricacies of 
being a nurse. They each took turns at giving me a piece of advice. Each one was 




I still remember the lessons, and I practice them on a daily basis. By sharing my 
knowledge, I hope that new nurses will find some useful ideas they can use as well. The 
advice listed below is in no particular order, and is simple and practical: 
• If a patient is incontinent, put a bunch of linens in the room at once. This 
way you don’t have to make a special trip to the linen closet each time the 
soiled sheets need changing. 
• Get a penlight. This way you don’t wake a patient up every time you do 
rounds or check an IV. A sleeping patient is a happy patient. 
• Don’t wear squeaky shoes. This also wakes patients up. 
• Fill all the water pitchers at once. This way water is always available when 
giving meds or when the patient wants a drink. 
• If you have to take a rectal temperature, warm the lubrication up first. The 
patient will thank you in the end. (Pun intended). 
• Always wear scrubs that have pockets. In your pockets keep extra 
alcohol/chloraprep wipes, IV flushes, sterile 2x2’s, and tape. This keeps 
unnecessary trips to the supply room to a minimum. Remember to restock 
these items often. 
• Keep a set of gloves in your pocket at all times. One never knows when an 
IV will decide to fall out or some other bodily fluid incident might occur. 
If the glove box happens to be empty, you are in trouble. 
• Don’t be afraid to ask for help. Teamwork is a must, and that is what 
technicians are for. Don’t abuse them, but use them when needed. 




• Plan ahead, and remember that prevention is always a time saver in the 
long run. 
I now know that the nurses weren’t intentionally trying to be mean to me. They 
were actually trying to let me figure things out for myself, and when they saw that I just 
wasn’t getting it, they stepped in and offered me sound advice. At the time, I hated them 
for the callousness, but after I found out that there was a method to their madness, I was a 
better nurse because of it. I guess this was some sort of right-of-passage training. They let 
me learn the hard way. At the time, I wasn’t very happy with the ordeal, but I soon 
learned how valuable the advice they gave me was in helping me find a rhythm. I also 
learned not to be so quick to judge things based on appearance. The nurses weren’t being 
lazy. Instead, they had learned how to manage their workflows. To the untrained eye—
which was mine at the time—it only appeared they were being lazy and not working. 
Fifteen years later, a new nurse might say the same thing about me because I have 
learned how to find a flow, which gives me some time to rest on occasions by saving me 
countless hours of unnecessary activity. My job is so much easier now than it was in the 
beginning because the other nurses helped me to find my own workflow. 
 
Conclusion 
New nurses can apply the lessons that Manny learned as they begin to figure out their 
own workflow and what works best for them. Creating a workflow is important, and this 
process will take some time and effort. By understanding the basics of how to organize 
and manage a workflow, new nurses will have an easier transition from being a student to 
being a professional. 
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Master of Arts in Professional Writing: Applied Writing (2014) 
KENNESAW STATE UNIVERSITY – Kennesaw, GA. 
GPA: 3.9 
 
Bachelor of Science: English Education (2009) 
KENNESAW STATE UNIVERSITY – Kennesaw, GA. 
Graduated Magna Cum Laude GPA: 3.75 
 
Paramedic (1999) 
MEDSTAT EMS – East Point, GA. 
 
Associates Degree: Criminal Justice (1993) 
GAINESVILLE STATE COLLEGE – Oakwood, GA. 
 
 
Capstone Project (2013-2014) 
Nonfiction Self-help Book titled, “Nursing: The Next Chapter” 
! Research job of nursing by interviews, reading books and journals, visiting nurse worksites 
and hospitals 
! Researched and wrote “Audience Analysis” 
! Researched and wrote book proposals, query letters, and book agent proposals 
! Produced book as project 
 
Graduate Research Assistant (2014) 
Georgia Writers Association 
                    
! Design layout and publish newsletter  
! Edit article submissions for style, length, content, and adhere to AP style  
! Interview authors and write articles and press releases,  
! Research and publish writing opportunities and contests 
! Set-up for writing workshops 
 
Internship (2013) 
Mobile Application Development Lab – KSU 
! Compiled data for progress tracking 
! Interview subject matter experts and wrote associated procedural documentation 
! Wrote end-user manuals, produced graphics for manuals 
QUALIFICATIONS PROFILE 
Technical writer with 15 plus years experience creating various documents via numerous publishing 
platforms for various audiences. 
! Superb interviewing skills: ability to interview subject matter experts and create user-
friendly end documentation to meet the demands of audience 
! Recognized ability to research, document, create, and write process based initiatives with 
fact-based data 
! Proven management skills in leading and collaborating with team members to deliver 
timely and accurate writing for process flows and meeting deadlines 
! Successful writer across various genres and multimodal compositions including print, web-
based, and distance learning. 
! Strong educator background for various audiences 
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! Wrote technical information and created project development presentations 
! Lead team in writing update and App maintenance manuals 
 
 
Central EMS (2010-Present)                                  
! Compiled articles, designed layout and color scheme, edited content and articles for Central 
EMS news letter 
! Researched and wrote drug usage manuals for ALS crews, flight crews, and MICU crews 
! Interview patients, nurses, and doctors to compile and complete DHR reports 
 
ServiceMaster by Bailey (2009-2010)                                                  
! Design and create websites for independent franchise owner and affiliated businesses 
! Write and edit content for websites and social media 
! Design, create and publish marketing collateral, articles, and correspondence letters for 
business-to-business, business-to-consumer, and interagency memos and letters 
! Developed spread sheets and data tracking for sales and marketing 
! Developed presentations for sales team including compiling statistics, PowerPoints, graphs 
and charts 
 
Cherokee Fire and Emergency Services (1999-2005) 
! Researched and collected data for fire safety education articles 
! Wrote specifications for apparatus, gear, and equipment 
! Created and wrote standard operating procedures, policies, guidelines, and training aids and 
manuals 
! Maintain data for training hours, call volume, and created pre-fire plans 
 
Freelance (2003-Present) 
! Author for textbroker.com, a national web content clearing house 
! Produce and update ongoing communication feeds and blurbs on various social media 
platforms for various businesses: teddy blogs, t-shirts plus, ServiceMaster by Bailey 
! Editor for authors, researchers, article writers, and educators 
! Novelist, nonfiction writer, published: poet, article, and short story writer 
  
 
English Education (2009-Present) 
! Composition and Rhetoric scholar as secondary concentration for Masters Degree 
! Tutor in college writing lab 
! Taught 11th grade American literature: designed lessons, created presentations, delivered 
content, taught research methods, and writing in various genres. 
! Taught 9th grade World Literature 
! Taught 7th grade Language Arts 
 
Fire and Emergency Services (1995-Present) 
! Rope rescue/ confined space technician trainer 
! Trainer for: fire suppression, BLS, extrication, fire ground hydraulics, apparatus operator, 
defensive driving, flammable liquids, Haz-Mat, and more. 
!  Fire safety educator: clown, robot, puppets, and fire safety house operator 
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Boy Scout and 4-H Camp Counsellor (1990-1993) 
! Ropes course instructor 
! Shooting sports instructor 
! Canoeing instructor 
! Lifeguard  
 
 
Diverse and multifaceted expertise in software, graphic design, and computing skills 
Microsoft 
• Office suite: Word, Excel, PowerPoint, Publisher 
Adobe 
• Illustrator, Dreamweaver, Photoshop, Acrobat, Indesign, 
Mac 
• Final Cut Express, iMovie, Grab, Quicktime, Inkscape, LiveType, Scrivner,  
Other Graphic Design Software 
• Engrevelab, Signlab, Flexisign, G Soft, Corel, Gerber Design, Google Suite 
 
 
• Member of Golden Key National Honour Society 
• Star of Life, State of Georgia Department of Human Resources 
• Commendation for Technical Rescue,  
• Commendation for Rope Rescue, Canton Fire Department 
• Firefighter of the Year, Cherokee County Fire and Rescue 
• Overall High Score, State 4-H Poultry Judging 
 
 
Business Owner (2006-Present) 




• Circle Five Volunteer Fire Department (1994-2005) 
• 4-H Poultry Judging Coach (1998-2008) 
• Hurricane Katrina Relief Efforts: Dobbins Air Force Base (2005) 
• Youth Director: Orange UMC (2005-2008) 
 
Avid Outdoorsman 
• Through-hiked the Appalachian Trail (1994) 
• White-water raft guide: Cumberland River (1994) 
• Rock climbing/rappelling guide 
• Hunting, fishing, boating, and camping 
 
Craftsman 
• Wood working 
• Make turkey calls 
• Carpenter  
 
